Objective-To investigate the effects of antimalarial chemoprophylaxis and other variables on the severity of falciparum malaria.
Introduction
The failure rates of antimalarial chemoprophylaxis are well documented.' 2 Deaths from malaria among travellers are known to be related to delays in treatment and failure to take antimalarial prophylaxis. The mortality from malaria imported into the United Kingdom was about 0-8% for the period 1986-8. 3 There is some evidence that severe falciparum malaria tends to occur less frequently in people of African origin4 and more commonly in patients not taking chemoprophylaxis. 5 The aim of our study was to define those factors influencing the severity of malaria, especially the taking of chemoprophylaxis. The Hospital for Tropical Diseases treats over 300 cases of malaria annually. Patients are mainly self referred or referred by a general practitioner.
Methods
We reviewed 250 consecutive cases of mild falciparum malaria (January 1990 There was no significant difference between the mild and severe groups with respect to age (t= 1-06, p=029). The severe group presented earlier than the mild group (t=5-77, p<0001). The 95% confidence interval for the difference in the observed proportions showed an association between severe malaria and no chemoprophylaxis (95% confidence interval 17% to 44%).
When ignoring the severity of malaria there was a statistically significant association between chemoprophylaxis uptake and time to presentation, patients taking chemoprophylaxis presenting later (p=0-011) (table II) . Within the severe and mild subgroups there was no difference in the time to presentation between subjects who did and did not take chemoprophylaxis. There was no difference in the time to presentation among the different ethnic categories.
No association was suggested between severity of malaria and sex (95% confidence interval -0 4% to 18%), but after controlling for the severity of malaria BMJ VOLUME 305 there was a weak association between sex and chemoprophylaxis uptake within the severe group (p= 0068) but no association within the mild group (p=0 798) ( 
The study was conducted over 31 days (29 January to 28 February 1991) and a review of audit data showed that workload was comparable with that in previous months. The unit was divided into five areas to study use of resources: the ward, the operating theatre, the day surgery unit, outpatients, and investigations.
Most of the data required were already collected, manually or on computer, by the hospital so prospective data collection was unnecessary. Some laboratories with advanced costing systems could derive a bill for each consultant. For other areas Korner data, budgets, payroll information, and hospital price lists were used to derive costs.
Use of equipment and materials was determined from budget statements. Assessing each item separately, as done in my previous study,' was considered too time consuming for the small costs incurred. More time was spent accounting for staff use. Staff costs were apportioned according to the amount of time spent working in the unit. Workload and patient information were available from computerised audit and the hospital's case mix system.
